DELAWARE HOSPITAL ISSUE 


DELAWARE STATE 
MEDICAL JOURNAL 


Official Organ of the Medical Society of Delaware 


INCORPORATED 1789 


VOLUME 30 


JULY, 1958 


NUMBER 7 


PRESENT STATUS OF THE STAPHYLOCOCCUS 


Complete Contents on Page iv 


QUALITY / RESEARCH INTEGRITY 


herapy which includes 


ULTRAN 


(Phenaglycodol, Lilly) 


improves 82% of patients 


with insomnia due to anxiety 
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CHEMOTHERAPY PLUS FLORA CONTROL 


» / Destroys Vaginal Parasites 


Floraquin 


Protects Vaginal Mucosa 


Vaginal discharge is one of the most com- 
mon and most troublesome complaints met 
in practice. Trichomoniasis and monilial 
vaginitis, by far the most common causes 
of leukorrhea, are often the most difficult to 
control. Unless the normal acid secretions 
are restored and the protective Déderlein 
bacilli return, the infection usually persists. 

Through the direct chemotherapeutic ac- 
tion of its Diodoquin® (diiodohydroxyquin, 
U.S.P.) content, Floraquin effectively elimi- 
nates both trichomonal and monilial infec- 
tions. Floraquin also contains boric acid and 
dextrose to restore the physiologic acid pH 
and provide nutriment which favors re- 
growth of the normal flora. 


Method of Use 


The following therapeutic procedure is 
suggested: One or two tablets are inserted 
by the patient each night and each morning; 
treatment is continued for four to eight 
weeks. 


i 
iif 


Intravaginal Applicator for Improved 
Treatment of Vaginitis 


This smooth, unbreakable, plastic device is 
designed for simplified vaginal insertion of 
Floraquin tablets by the patient. It places 
tablets in the fornices and thus assures coat- 
ing of the entire vaginal mucosa as the tab- 
lets disintegrate. 

A Floraquin applicator is supplied with 
each box of 50 tablets. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the Service 
of Medicine. 
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NOW...A NEW TREATMENT 


for 


7 shaped for easy retention 
in the buccal pouch 


“,.. the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Van.) 1958. 


*"Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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when eating moves outdoors... 


CREMOSUXIDINE 


SULFASUXIDINE® SUSPENSION WITH KAOLIN AND PECTIN 


CONTROLS “SUMMER COMPLAINT” 


For people at work or on vacation, “summer complaint” is an annoying hazard of 
warm weather. Changes in routine or in eating or drinking habits can cause diarrhea 
and ruin summer days. 

CREMOSUXIDINE gives prompt control of seasonal diarrhea by providing antibac- 
terial and antidiarrheal benefit. It detoxifies intestinal irritants and soothes inflamed 
mucosa. 


Chocolate-mint flavored CREMOSUXIDINE is so pleasant to take too! 


CREMOSUXIDINE and SULFASUXIDINE MERCK SHARP & DOHME 


are trade-marks of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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Mazola’ Corn Oil...a palatable food 


effective in the manag 


of serum ch 


Extensive clinical tests show that when the 
diet contains an adequate amount of Mazola 
Corn Oil, serum cholesterol levels tend to be 
normal... high blood cholesterol levels are 
lowered, normal levels maintained. 

Fortunately for both physician and patient, 
Mazola Corn Oil is not only rich in unsatu- 
rated fatty acids, it is also a delicious food. 
It becomes an enjoyable and normal part of 
the patient’s daily meals—no complicated or 
special diet is required. 

Here is a therapy easy for you to prescribe, 
easy and pleasant for your patients to follow. 


Nutritional authorities generally recom- 
mend that fats should provide no more than 
30% of the total calories. In cholesterol-low- 
ering diets from one-third to one-half of these 
fats should be unsaturated, such as in Mazola 
Corn Oil. 


CORN PRODUCTS 
REFINING COMPANY 


ent and control 


esterol levels 


IN COOKING OR SALADS | 

Mazola Corn Oil is a superlative cooking 
oil as well as a delicious salad oil. 
Adequate amounts can be eaten daily— 
in a wide variety of salad dressings and 
in a great number of fried and baked 
foods. 


EFFECTIVE 


Pure, clear, bland and odorless. Mazola 
Corn Oil is stable and dependable, pro- 
viding the full measure of cholesterol- 
lowering unsaturated fatty acids char- 
acteristic of corn oil. 


ECONOMICAL 
Mazola Corn Oil is sold in grocery stores 
throughout the country, is available 
everywhere. Its comparatively low cost 
makes it as economical as it is effective. 
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MAZOLA* CORN OIL is a rich source of un- 
saturated fatty acids. It can form a regular 
part of the diet without major changes in 
eating habits to provide an effective un- 
saturated oil as a part of the daily meals. 
EACH TABLESPOONFUL OF MAZOLA CORN 
OIL PROVIDES NOT LESS THAN: 


Linoleic Acid 
Sitosterois 


TYPICAL AMOUNTS PER DIET 


For a 3600 calorie diet 3 tablespoonsful 
For a 3000 calorie diet 2.5 tablespoonsful 
For a 2000 calorie diet 1.5 tablespoonsful 


*Reg. U.S. Pat. Off. 
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capsules 


1.Meprobamate is more widely prescribed than any 
other tranquilizer. Source: Independent research 
organization; name on request. 

2. Baird, H. W., Ill: A comparison of Meprospan 
(sustained action meprobamate capsule) with other 
tranquilizing and relaxing agents in children. 
Submitted for publication, 1958. 


Literature and samples on request 


*rRADE-MARK  CME-7326 


release 


Mep 


meprobamate 


pan: 
(Miltown®) capsules 


Two capsules on arising last all day 

Two capsules at bedtime last all night 
relieve nervous tension on a sustained 
basis, without between-dose interruption 

“The administration of meprobamate in 

sustained action form [Meprospan] produce 

a more uniform and sustained action... 

these capsules offer effectiveness at 

reduced dosage.’”’ 

Dosage: 2 Meprospan capsules q. 12 h. 

Supplied: 200 mg. capsules, bottles of 30. 


WALLACE LABORATORIES, New Brunswick, N. J. 
who discovered and introduced Miltown® 
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check of 
diarrhea 


i Curbs excessive peristalsis 
i Adsorbs toxins and gases 
Soothes inflamed mucosa 
Provides intestinal antisepsis 


TRADEMARK 
FORMULA: Each 15 cc. (tablespoon) contains: 


Sulfaguanidine 2 Gm. 
EFFECTIVE ANTIDIARRHEAL 
Opium tincture ............. 0.08 cc. 


(equivalent to 2 cc. paregoric) 


DOSAGE: Adults: Initially 1 or 2 tablespoons from ‘ 
four to six times daily, or 1 or 2 tea- 
spoons after each loose bowel move- LABORATORIES 
ment; reduce dosage as diarrhea New York 18, N. Y. 


subsides. 


Children: % teaspoon (=2.5 cc.) per 
15 Ib. of body weight every four hours 
day and night until stools are reduced 
to five daily, then every eight hours for 
three days. 


SUPPLIED: Bottles of 16 ff. oz. 


Exempt Narcotic. Available on Prescription Only. 
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Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine'... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.’ 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with .. . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 
mides—a notable asset in prolonged therapy.’ 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fi. oz. 


references: 
1 we EG. and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulf thoxypyridazi New England J. Med. 


2. Editortal: New England J. Med. 258:48-49, 1958. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York F Lederte ) 
*Reg. U.S. Pat. Off. 


** 
| 
re 
ypy 
LAS 
EX 
x 
i 


JULY, 1958 DELAWARE STATE MEDICAL JOURNAL xill 


GRS. EA. 


How to win friends... 


The Best Tasting Aspirin you can prescribe. 
The Flavor Remains Stable down to the last tablet. 
25¢ Bottle of 48 tablets (114 grs. each). 


We will be pleased to send samples on request. 


THE BAYER COMPANY DIVISION 
of Sterling Drug Inc. 


1450 Broadway, New York 18, N. Y. 
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For Speedier Return to Normal Nutrition 


and the Protein Depletion 


of Severe Infectious Disease 


from severe infectious processes entails more 
than emergence from the effects of the causative agent. 
The semistarvation, the inactivity, the suppression of 
physiologic activity must all be corrected as rapidly 
and thoroughly as can be tolerated by the patient. 


Return to normal nutrition can be speeded by an 
easily digested diet high in top quality protein and 
vitamin-mineral components. 


Lean meat serves several purposes in such a program: 
It supplies easily digested protein of highest biologic 
quality for rapid re-establishment of nitrogen balance; 
it provides the gamut of B vitamins as well as certain 
minerals important to sound nutrition, and it brings 
appetite-stimulating flavor to meals, a consideration not 
to be underestimated in the psychic rehabilitation of 
appetite. | 


The nutritional statements made in this adverti ent 
have been reviewed by the Council on Foods and Nutri- 
tion of the American Medical Association and found 
consistent with current authoritative medical opinion. 


American Meat Institute 
Main Office, Chicago... Members Throughout the United States 
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in each of these indications 
for a tranquilizer... 


(onano ov 


SR is a cardiac patient. His doctor 
put him on ATARAX because (+4) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 


Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (+)it lowers gas- 
tric secretion while it tranquilizes. 


Asthmatic JL used to have fre- 
quent tantrums followed by acute 
bronchospasm. Her family doctor 
tranquilized her with ATARAX be- 
cause (+) it is safe, even for chil- 
dren. 


Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 


Dosage: Children, 1-2 10 mg. tablets or 

1-2 tsp. Syrup t.i.d. Adults, one 25 mg. 

tablet or 1 tbsp. Syrup q.i.d. 

Seated: 10, 25 and 100 mg. tablets, bottles 
00. Syrup, pint bottles. Parenteral Solu- 

10 cc. rmultiple-dose vi 


gives youan § 


extra benefit 


New York 17, New Yor 
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menopausal 


manages both the psychic and somatic symptoms 
relieves emotional stress in the menopause 
treats somatic disturbances due to ovarian 


Ornnve-nant p MILTOWN® CONJUGATED ESTROGENS (EQUINE) 


A PROVEN TRANQUILIZER | A PROVEN ESTROGEN 
SUPPLIED: Bottles of 60 tablets. 


EACH TABLET CONTAINS: Miltown® (meprobamate, Wallace) ..................400 mg. 
dicarbamate 


Conjugated Estrogens (equine) 0.4 mg. 


DOSAGE: One tablet t.i.d. in 21-day courses with one week rest 
periods. Should be adjusted to individual requirements. 


Literature and samples on request. 
® 
WALLACE LABORATORIES, New Brunswick, N.J. 
CmP-6671-38 
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"It happened 
at work 
while he 
was putting 


oil in OR PAIN 


Percodan 


of Dihydrohydroxycodeinone 
lus APC) 


"He told 
Mom his 
shoulder 
felt like 
it was on 
fire" 


excellent for chronic or bedridden pati 


"He couldn’t 


swing a bat | 
without 
hurting” 


"But Doctor 
gave him 
some nice 
pills --and 
the pain 
went away 
fast" 


"Dad said 
we'd play 
ball again 
tomorrow 
when he 
comes home" 


AND THE PAIN 
WENT AWAY FAST 


@ I ENDO LABORATORIES 
do | 1 


nvestigator 


after investigator reports 


Wilkins, R. W.: New England J. Med. 257:1026, Nov. 21, 1957. 


“Chlorothiazide added to other antihypertensive drugs reduced the blood 
pressure in 19 of 23 hypertensive patients.” “All of 11 hypertension 
subjects in whom splanchnicectomy had been performed had a striking 
blood pressure response to oral administration of chlorothiazide.” “. . . it is 
not hypotensive in normotensive patients with congestive heart failure, in 
whom it is markedly diuretic; it is hypotensive in both compensated and 
decompensated hypertensive patients (in the former without congestive 
heart failure, it is not markedly diuretic, whereas in the latter in congestive 
heart failure, it is markedly diuretic). . . .” 


Freis, E. D., Wanko, A., Wilson, |. H. and Parrish, A. E.: J.A.M.A. 166:137, 
Jan. 11, 1958. 

“Chlorothiazide (maintenance dose, 0.5 Gm. twice daily) added to the 
regimen of 73 ambulatory hypertensive patients who were receiving other 
antihypertensive drugs as well caused an additional reduction [16%] of 
blood pressure.” “The advantages of chlorothiazide were (1) significant 
antihypertensive effect in a high percentage of patients, particularly when 
combined with other agents, (2) absence of significant side effects or 
toxicity in the dosages used, (3) absence of tolerance (at least thus far), and 
(4) effectiveness with simple ‘rule of thumb’ oral dosage schedules.” 


In “Chiorothiazide: A New Type of Drug for the Treatment of Arterial Hypertension,” 


‘Hollander, W. and Wilkins, R. W.: Boston Med. Quart. 8: 1, September, 1957. 


MERCK SHARP & DOHME oivision of merck & CO., tnc., Philadelphia 1, Pa. 
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INITIATE THERAPY WITH 'DIURIL*. ‘piurit' is given in a dosage range of from 250 
mg. twice a day to 500 mg. three times a day. 


ADJUST DOSAGE OF OTHER AGENTS. The dosage of other antihypertensive medication 
(reserpine, veratrum, hydralazine, etc.) is adjusted as indicated by patient response. If the patient is 
established on a ganglionic blocking agent (e.g., 'INVERSINE') this should be continued, but the total 
daily dose should be immediately reduced by as much as 25 to 50 per cent. This will reduce the 
serious side effects often observed with ganglionic blockade. 


ADJUST DOSAGE OF ALL MEDICATION, The patient must be frequently observed and 
careful adjustment of all agents should be made to determine optimal maintenance dosage. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'piurit' (chlorothiazide); bottles of 100 and 1,000. 


*DIURIL' is a trade-mark of Merck & Co.. Inc. 


Smooth, more trouble-free management of hypertension with 'DIURIL' 


(CHLOROTHIAZIDE) 
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Hospital practice of infant feeding 


Standard formulas for FEEDING REGULATION 


Underfeeding is a common cause when infants 
fail to gain and thrive. In the earliest stage, when 
caloric intake is inadequate, the infant cries after 
feeding, remains constipated, and the restless- 
ness from hunger is mistaken for colic. A changed 
or weakened formula appears to be indicated. 

But clinical studies show that a young infant 
requires a formula of 2 ounces of whole milk (40 
calories), a teaspoon of Karo Syrup (15 calories), 


and a half-ounce of added water per pound of 


WHOLE MILK FORMULAS 


Whole Each Number of 
Age Milk Water KaroSyrup Feeding Feedings in Total 
Months Fiuid Oz. 072. Tbsp. 0z. 24 Hours Calories 
Birth 10 10 2 3 6 320 
1 12 13 3 4 6 532 
2 15 13 3 412 6 480 
3 17 9 3 5 5 520 
4 20 11 31 6 5 610 
5 23 11 4 612 5 700 
6 26 10 4 7 5 760 


EVAPORATED MILK FORMULAS 


Evaporated Each Number of 
Age Milk Water Karo Syrup Feeding Feedingsin Total 


Months Fluid Oz. Tbsp. 0z. 24 Hours Calories 
Birth 6 12 2 3 6 380 
1 8 16 3 4 6 532 
2 9 14 3 41 5 576 
3 10 15 3l2 5 5 650 
4 12 18 4 6 5 768 
5 12 21 4 612 5 768 
6 13 22 4 7 5 812 


body weight per day. Of the total calories, a suc- 
cessful formula yields about 15-20% in protein, 
50-60% in carbohydrate, and 25-35% in fat. 
Whole milk must be reinforced by adding 5% to 
10% carbohydrate (1) to provide protein-sparing 
effect which permits protein anabolism instead 
of energy production; (2) sufficient calories for 
tissue formation; (3) proper utilization of fat; 
(4) suitable acid-base relationships in the in- 
testinal tract and (5) adequate weight gains. 


ADVANTAGES OF KARO® SYRUP IN INFANT FEEDING 


Composition: Karo Syrup is a superior dextrin- 
maltose-dextrose mixture because the dextrins are non- 
fermentable and the maltose is rapidly transformed 
into dextrose which requires no digestion. 


Concentration: Volume for volume 
Karo Syrup furnishes twice as many 
calories as similar milk modifiers in 
powdered form. 


Purity: Karo Syrup is processed at 
sterilizing temperatures, sealed for 
complete hygienic protection and de- 
void of pathogenic organisms. 


Low Cost: Karo Syrup costs 1/5 as 
much as expensive milk modifiers 
and is available at all food stores. 


Free to Physicians— Book of In- 
fant Feeding Formulas with conven- 
ient schedule pads. Write: Karo In- 
fant Feeding Guide, Box 280, New 
York 46, N. Y. 


AI CORN PRODUCTS REFINING COMPANY 
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16. Sternberg, T. H., and Newcomer, Vij 

Treat. 6:1102, 1 955. 
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25:75, 1955. (4) Frank, L., and Stritzler 
(5) Robinson, R. C. V., and Robinson,@ 
(6) Canizares, O.; Shatin, H., and Rose 
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ICORTELONE, Original: 


wide range of all 


§6BY ALL DERMATOLOGISTS 


1a from systemic a A TOPICAL “METI? STEROID PREPARATION FREE 


precast: a heavy 


continuing FROM UNWANTED SENSITIZATION POTENTIAL 
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METI-DERM CREAM 0.5% 


DESCRIPTION 5 mg. prednisolone, free alcohol, in each 
gram —nonstaining, water-washable base — 
exerts a therapeutic effect in presence of an 
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THE PRESENT STATUS OF ANTIBIOTIC SUSCEPTIBILITY 
OF THE STAPHYLOCOCCUS 


W. J. Hottoway, M.D.* and E. G. Scorr, M.T.** 


In 1955 and 1956 this journal published 
a series of articles by the present au- 
thors'> concerning our studies on the 
staphylococcus. At that time it became 
apparent that nosocomial (hospital ac- 
quired) infections caused by staphylococci 
were occurring in this geographical area. 


Increased interest in this problem at both 
the local and national levels is reflected in 
the creation of hospital committees for 
study of nosocomial infections and the vol- 
uminous reporting in both the medical and 
lay press. This has been due, in part, to 
the serious ramifications of outbreaks of 
staphylococcal infections in the hospital 
but, particularly, to the fact that certain 
strains of staphylococci (“‘hospital strains”’ ) 
show a changing pattern of susceptibility to 
antibiotics. 


In general, the development of antibio- 
tic resistance is dependent on the exposure 
of the staphylococcus to the antibiotic'— 
the more the antibiotic is used clinically 
in the hospital, the greater the likelihood 
of the organism becoming resistant. Since 
we have observed such a pattern of chang- 
ing susceptibility in this locale, we feel 
that it is imperative to continue our studies 
along these lines and, accordingly, offer this 
report. 


METHOD 


Two hundred consecutive strains of 
Staphylococcus aureus (coagulase-positive) 
isolated from routine clinical material ar- 


* Associate in Medicine, The 
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riving in the Bacteriology Department of 
The Delaware Hospital were utilized in this 
survey. The strains were isolated during a 
6-week period from March 1, 1958, to April 
12, 1958, inclusive. Filter paper discs+ 
were used to test the sensitivity of these 
organisms to 9 antibiotics. As in our prev- 
ious study', a few strains were tested by 
the test tube dilution technique, no dis- 
crepancy being noted between the two 
methods. The antibiotics included are listed 
in the accompanying table. We utilize a 
low concentration disc for all sensitivity 
studies, and we are convinced that this is 
the most valuable screening procedure. If 
a more exact inhibitory concentration is de- 
sired, we employ the test tube dilution 
technique rather than discs of varying 
strengths. During this study an insufficient 
number of strains was tested against van- 
comycin (test tube technique) and risto- 
cetin (disc technique). We have not yet 
isolated strains resistant to these two 
agents. 


RESULTS 


The above table presents the findings of 
this study and compares the results for the 
current year with 1957 and 1955. The re- 
sistance of the staphylococci to penicillin 
and streptomycin has remained essentially 
unchanged during the years under study, 
having attained the current high order of 
resistance prior to the 1955 study. Neomy- 


4 of the impregnated discs is as follows: penicil- 
units, tetracycline 5 meg., erythromycin 2 meg.. 
5 mcg., streptomycin 10 meg., neom 30 
meg., bacitracin 2 units, novobiocin 5 mcg., and o 
mycin 15 mcg. 
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RESISTANCE OF STAPHYLOCOCCUS AUREUS 
DELAWARE HospPITAL 1955-1958 


1955 

(*) 
78.6% 
30.5 
2.6 
Chloramphenicol 2.0 
62.0 
0 
— 


* 42 to 103 strains tested. See Del. St. Med. Jour. Vol. 27: 143, 1955. 


cin also has remained unchanged, no re- 
sistant strains having been isolated. 


A notable increase in resistance has been 
demonstrated with tetracycline, erythromy- 
cin, chloramphenicol and oleandomycin. 
That this change has developed slowly is 
indicated by the relatively small increase 
in resistance between 1955 and 1957. A 
more striking change has been noted with 
tetracycline, erythromycin and oleandomy- 
cin during the past year. The development 
of resistance to chloramphenicol has been 
less marked. This is of interest because ap- 
proximately equal quantities of tetracy- 
cline and chloramphenicol were adminis- 
tered in this hospital during 1957. The 
increase in erythromycin resistance was 
anticipated’, and we assume that the in- 
crease in oleandomycin-resistant strains 
represents cross resistance with erythromy- 
cin’. The use of oleandomycin in this 
institution has been minimal. There has 
been little change in bacitracin or novobio- 
cin resistance. 


DISCUSSION 


Widespread usage of popular antibiotic 
agents will result in their ineffectiveness 
against the staphylococcus. This has been 
adequately demonstrated in this study by 
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1957 1958 
(200 strains) (200 strains) 

72.0% 85 
39.0 62.5 

7.0 16.0 

6.0 9.5 

55.0 59.5 

0 0 

0 1.0 

1.0 2.5 

1.5 6.5 


the increase in resistance to tetracycline, 
erythromycin, and, to a lesser extent, chlo- 
ramphenicol. Novobiocin continues to be an 
effective agent in this area. Neomycin and 
bacitracin also are effective and, in spite 
of their inherent toxicities, are indicated in 
treating carefully selected cases of severe 
staphylococcal infection. Any further dis- 
cussion of treatment is not within the scope 
of this paper. Indiscriminate usage of these 
effective antibiotics must be discouraged. 


SUMMARY 


The results of a survey of 200 pathogenic 
strains of Staphylococcus aureus tested in 
vitro against 9 antibiotics are presented. 
The results are compared with similar 
studies in 1955 and 1957. 
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VENOUS-SHUNT SURGERY FOR ESOPHAGEAL VARICES 


Case Report and Brief Review of the Literature 


R. D. PULLEN, M.D* and J. F. HuGHes, M.D.** 


INTRODUCTION 


In recent years there have several ad- 
vances in the understanding and care of 
patients with portal cirrhosis. The bleed- 
ing and coma complications of cirrhosis 
have been of particular interest because of 
the high morbidity and mortality of these 
groups. Welch, et al' in a series of 50 pa- 
tients bleeding from esophageal varices, 
found a mortality of 80 per cent within one 
year of bleeding, (66 per cent died in the 
hospital during the first bleeding episode 
and another 14 per cent died before the end 
of the year.) One third of the patients who 
died did so after going into coma and all 
of the patients died who went into coma 
after hemorrhaging from varices. 


VENOUS-SHUNT PROCEDURES 


Since about 1945, surgical maneuvers 
have been available for patients who hem- 
orrhaged from esophageal varices due to 
portal hypertension. These are shunt pro- 
cedures between the portal and systemic 
venous systems, bypassing the liver. The 
major drawback to these procedures is that 
many patients who could benefit most are 
not suitable operative risks. Ellis, et al?’ 
in a follow-up of 125 patients, reported 
an overall mortality of 29 per cent and an 
operative mortality of 11 per cent. How- 
ever, those patients who did survive bene- 
fited in several aspects. In 81 per cent of 
the patients surviving splenorenal shunt 
there was marked reduction in the size 
of the varices, (37 per cent showed no 
residual evidence of varices). Eighty-four 
per cent of the patients who survived por- 
tacaval shunt showed a reduction of the 
varices, (47 per cent revealed no residual 
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varices.) Liver function was improved in 
a large number of these patients, as evi- 
denced by liver function tests. Also, there 
was a dramatic clinical improvement after 
operation in many patients who had shown 
no improvement pre-operatively on good 
management. 


If venous-shunt surgery can produce such 
results, to what patients should it be of- 
fered? Child and Donovan? have proposed 
three general groups: 

1. Patients who have survived one or 
more hemorrhages. 

2. Patients with cirrhosis and varices 
who have not bled. 


3. Patients with cirrhosis, in otherwise 
good health, whose ascites is not controlled 
by good medical management. 


Each group presents its own questions. 
First is the problem of major surgery in 
a patient with advanced portal cirrhosis. 
The operative mortality in these patients 
is related to the liver function: i.e. good 
liver function, low mortality; poor liver 
function, high mortality. Ebling et al 
reported on 140 patients undergoing ven- 
ous-shunt surgery for portal hypertension. 
There were eight deaths due to liver fail- 
ure (not hemorrhagic or operative deaths). 
The patients were divided by degree of liver 
involvement as follows: mild (BSP 10 per 
cent or below), moderate (BSP above 10 
per cent, serum albumin above 3 grams) 
and severe (BSP above 10 per cent, serum 
albumin below 3 grams). His results are: 
mild—43 patients, no deaths; moderate— 
88 patients, 5 deaths; severe—9 patients, 3 
deaths. 


Child and Donovan? list the following as 
contraindications to venous-shunt surgery: 
hepatic coma, ascites, serum albumin be- 
low 3.5 grams, and serum bilirubin above 
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1.5. They readily admit that these criteria 
are perhaps too rigid and hence deserving 
patients will be refused surgery. However, 
any less rigid restriction produces a much 
greater mortality. Conversely, conventional 
figures give a 40-69 per cent mortality for 
cirrhotics within one month of the first 
hemorrhage. 


Should then, all patients with known 
varices be offered venous-shunt surgery? 
Or, to carry this one step further, should 
all patients with known cirrhosis be offered 
surgery? As pointed out by Child’, these 
two questions can not yet be answered be- 
cause the probability of varices bleeding 
or of cirrhotics developing varices is not 
known. In the experience of Welch, et al! 
the incidence of bleeding in patients with 
cirrhosis is approximately 30 per cent or 
greater. This would lead one to think that 
prophylactic shunt surgery should be done. 
Further investigation in these two areas is 
needed. 


It is generally agreed that ascites is a 
contraindication to venous-shunt surgery. 
Yet there is a small group of patients with 
ascites who may be benefited by such pro- 
cedures. They are the ones who are in 
generally good status except that ascites 
persists in spite of good medical manage- 
ment (salt restriction, diet therapy, etc.). 
Eisenmenger and Nickel*, reported five 
patients with cirrhosis who had disappear- 
ance of ascites following portacaval shunt 
to reduce portal hypertension. If fluid re- 
tention later reappeared in these patients 
it was as peripheral edema, not ascites. 


Eisenmenger and Nickel>, also presented 
an explanation for the temporary occur- 
rence of post-operative ascites, which some- 
times may even be seen to form at the 
operation. Because of the increased hydro- 
static pressure from portal hypertension in 
the liver bed, fluid is forced into the lym- 
phatic system much as it is elsewhere in the 
body. At surgery, the dissection at the 
porta hepatis produces cutting and block- 
ing of lymphatics with resultant temporary 
ascites. 


Before proceeding with venous-shunt sur- 
gery, the patient should be brought into 
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the best possible general medical condition, 
since such procedures are formidable. Rest, 
salt restriction, adequate diet and absti- 
nence from alcohol are essential. Concen- 
trated human serum albumin may be of 
help in special circumstances. Paracentesis 
should be avoided. 


Post-operative care of these patients 
must be pains-taking, since this may mean 
the difference between a successful opera- 
tion and an operative mortality. Ebeling, 
et alt have outlined an excellent basic pro- 
gram. 


1. Nasal oxygen for the first 24-48 
hours to aid in anoxia. 

2. A minimum of 250 grams of glucose 
daily I.V., until that much can be taken 
orally (usually 3-4 days). 

3. Decreased protein (40-60 grams maxi- 
mum) and increased carbohydrate (about 
300 grams) if signs of liver failure appear. 

4. L-glutamic acid orally or sodium glu- 
tamate I.V. if signs of liver failure appear. 

5. Supplemental vitamins, particularly 
C, K and B complex. 

6. Transfusions to maintain a hemoglo- 
bin of 12 grams. 

7. Dangle on fourth day (clinical situa- 
tion permitting). 


HEMORRHAGE 


In patients with cirrhosis the possibility 
of hemorrhage from espohageal varices or 
of hepatic coma is ever present. Certain 
features for managing the hemorrhaging 
patient are self-evident. Bleeding must be 
stopped. An effective means for stopping 
it is the use of the Sengstaken-Blakemore 
tube. Shock must be treated and blood loss 
corrected. One fact that is frequently 
overlooked is that blood in the intestine 
must be evacuated. A mild purgative and 
enema should be used. 


Over sedation must be avoided. Mor- 
phine and long acting barbiturates are 
contraindicated, but small doses of Demerol 
or Phenobarbital may be used. During and 
following this initial period electrolyte ab- 
normalities should be corrected; concen- 
trated glucose and vitamins given; and, 
if necessary, blood ammonia reduced by 
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using sodium glutamate. Broad-spectrum 
antibiotics aid by decreasing the urease 
production from the intestinal bacteria. 


HEPATIC COMA 


Hepatic coma must be _ assiduously 
watched for particularly in hemorrhaging 
or post-operative patients, since in these it 
may be reversible. Also the prognosis is 
better if treatment is begun in the pre- 
coma stage®. Hepatic coma goes through 
three stages each of which may vary in 
duration from hours to days or weeks. 


1. Impending coma: changes in con- 
sciousness, euphoria, absentmindedness, 
confusion, drowsiness, inappropriate be- 
havior. Fever may be present, EEG may 
be abnormal. 

2. Stupor: may be aroused, but is con- 
fused; fever usually present, EEG abnormal. 

3. Coma: not responsive to noxious sti- 
muli, flaccid, may be fetor hepaticus, often 
has fever. 


McDermott’ has classified hepatic coma 
into three groups: acute exogenous ence- 
phalopathy, acute spontaneous encephalo- 
pathy, and chronic encephalopathy. Group 
I are those with ammonia intoxication, per 
se, due to some precipitating cause. In 
Groups II and III, the ammonia metabolism 
dysfunction is only one facet in a multi- 
plicity of metabolic abnormalities. Hence, 
in any suspected hepatic coma a search 
should be made for a precipitating factor. 
Friedman and DeLuca® have compiled a 
complete list of these: 


1. Hemorrhage. 
2. Paracentesis. 
3. Overwhelming infection. 


4. Fulminating hepatitis or acute ne- 
crosis of the liver. 


5. Transfusion reactions. 
6. Oversedation. 
7. Surgery or trauma. 
8. Excess fluids. 
9. Dehydration. 
10. Meat intoxication after shunt pro- 
cedure. 
11. Hepatotoxic substances. 
12. Excess fatigue. 
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13. Drug induced (Diamox, Ammonium 
chloride, mercurial diuretics). 


14. Unknown. 
Any precipitating factor must be elimi- 
nated. 


It has been shown clinically that L-glu- 
tamic acid or sodium glutamate will re- 
duce elevated blood ammonia and help to 
correct the syndrome of ammonia intoxi- 
cation, particularly in the acute exogenous 
group. Bessman’ has demonstrated the 
metabolic pathways of ammonia metabo- 
lism in the brain. The major portion of 
oxidative phosphorylation of the brain is 
derived from the Kreb’s cycle. Since the 
Kreb’s cycle is self-regenerative, minimal 
concentrations of any one member are 
present at any one time. Hence, any re- 
action reducing alpha-ketoglutaric acid 
would reduce succeeding members of the 
cycle. Oxygen utilization and formation of 
metabolic energy (high energy phosphate) 
will diminsh in direct proportion to the re- 
duction of alpha-ketoglutaric acid. In the 
presence of glucose, glutamin is synthesized 
from glutamic acid and ammonia. Also, 
alpha-ketoglutaric acid and ammonia are 
synthesized into glutamic acid. Hence, glu- 
tamic acid therapy tends to spare alpha- 
ketoglutaric acid. 


It has been postulated that a damaged 
liver can handle ammonia metabolism if it 
is not bypassed by collateral circulation or 
venous-shunts'®. Faloon, et al''! proved one 
part of this by demonstrating that, in pa- 
tients with portacaval shunts, the venous 
ammonia levels are higher just above the 
shunt and above the renal veins than above 
the hepatic veins or in the peripheral ven- 
ous system. Therefore, ammonium chlor- 
ide, high protein diets, or intestinal hem- 
orrhage are more hazardous in cirrhotic pa- 
tients after a portacaval shunt. 


CASE REPORT 


L. B. (D.H. #220723), a 46 year old 
man, was admitted to this hospital on two 
occasions, November 1954 and May 1955, 
for massive gastro-intestinal hemorrhage 
with hematemesis. Excess alcohol intake 
was denied, as were symptoms of peptic 
disease. Physical examination revealed a 
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stocky muscular Negro male who appeared 
to be in a good state of nutrition. There was 
slight hepatomegaly on the first admission. 
This had increased to 3-4 fingerbreadths 
enlargement, primarily left lobe, by the 
time of the second admission. On the first 
admission the initial hemoglobin was 6.6 
Gm., later corrected to 11.7 Gm. Liver 
function studies: total protein 5.8 Gm. per 
cent with albumin 2.2 Gm. per cent and 
globulin 3.6 Gm. per cent, bilirubin 1.8 
mg. per cent total and 0.32 mg. per cent 
direct, BSP 40 per cent, cephalin floccula- 
tion 3 plus in 24 and 48 hours, and alka- 
line phosphatase 10.6 units. An esopha- 
gram demonstrated esophageal varices. 
Venous-shunt surgery was considered on the 
first admission but the patient refused. 


On the second admission the lowest hem- 
oglobin was 8.8 Gm., with rapid blood re- 
placement in process at the time. Liver 
function studies were essentially unchanged. 
On June 17, 1955 an end-to-side portacaval 
shunt was performed under general anes- 
thesia (Pentothal, Nitrous oxide and An- 
ectin). Portal pressure, measured in an 
omental vein was 450 mm. saline. A biopsy 
of the liver revealed portal cirrhosis, which 
confirmed the surgeon’s gross impression. 


During the procedure ascites was noted 
to be forming. The first post-operative 
week was poor with rapid improvement dur- 
ing the second week, except for continued 
presence of ascites. For approximately 
three days early in the third post-operative 
week, the patient demonstrated impending 
hepatic coma with lethargy, restlessness, 
incoherence and confusion. Protein intake 
was discontinued and carbohydrate was 
increased. Metacorten was started and vita- 
mins were increased. There was much im- 
provement during the following 24-48 
hours. However, the ascites persisted and 
peripheral edema developed. These were 
controlled with mercurial diuretics. The 
Metacorten dosage tapered and 
stopped. He was discharged on August 30, 
1955. 


For the next 27 months he apparently 
did well, although his return visits were 
sporadic. He was reported to be doing light 
work. In March, 1957 the liver was not 
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palpable, although the serum proteins were 
unimproved. 


On December 3, 1957 he was admitted 
with a history of scleral icterus for one 
month, progressively lighter stools and an- 
orexia for two weeks, and increasing leth- 
argy for a few days. He had been unem- 
ployed for one month. Alcoholic intake was 
denied. He was in a dehydrated, stuporous 
state, but still responded to painful stimuli, 
with marked sclerae icterus and fetor hepa- 
ticus. There were occasional purposeless 
motions of the extremities. The liver was 
markedly enlarged to about one _ hand- 
breadth and protruded anteriorly into a 
ventral hernia at the upper portion of his 
old surgical scar. Stools were light brown. 


Laboratory data: hemoglobia 12.5 Gm., 
WBC 16,600, serum protein 8.2 Gm. with 
serum albumin 1.2 Gm., bilirubin 20.0 total 
and 12.4 direct, alkaline phosphatase 19.7, 
serum transaminase 210 units, plasma chlor- 
ide 109 mEq per liter, plasma CO, 17 mEq 
per liter. 


Therapy for hepatic coma _ instituted: 
hypertonic glucose with sodium glutamate 
I.V., vitamins C and B complex and Tetra- 
cycline. However, the patient developed 
deepening coma and expired 30 hours after 
admission. 


Pertinent autopsy findings: liver and gall- 
bladder 3800 grams. The liver presented 
a nodular external surface, the nodules 
measuring 2 to 10 cm. Cut section also 
showed these nodules. There were several 
foci of gross tumor formation evidenced 
by the presence of hemorrhagic masses from 
which hemorrhagic tissue could be ex- 
pressed. Some of the intra-hepatic blood 
vessels contained friable hemorrhagic ma- 
terial with the gross appearance of tumor 
tissue. The intra-hepatic bile ducts were 
patent. The porta hepatis was involved in 
dense post-operative adhesions. Dark gray- 
ish-black stones, 1 to 2 mm. in diameter 
were in the extra-hepatic ducts, although 
not completely obstructing the lumen. The 
gallbladder was distended to 12 by 10 by 
8 cm. 

Lungs: right lung 675 Gm., left lung 


700 Gm. Nodules ranging in size from 0.7 
to 1.5 cm. were present in the left upper 
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lobe and basal surface of the right upper 
lobe. Cut surface of these nodules pre- 
sented bulging grayish-brown, well circum- 
scribed, grossly neoplastic tissue. Micro- 
scopically, this was metastatic tissue from 
the liver cell carcinoma. 


G. I. Tract: there were several distended 
submucosal veins in the middle and lower 
thirds of the esophagus. There was no 
evidence of bleeding in the G. I. tract. 


The site of the portacaval anastomosis 
was dissected and was patent. The circum- 
ference of the portal vein was 4 cm. and 
the inferior vena cava, 7.5 cm. There was 
no evidence of leakage at the anastomosis 
site. 


DISCUSSION 


It is obvious that the prognosis for a 
cirrhotic patient becomes grim following 
an episode of hemorrhage from esophageal 
varices. Likewise, the mortality and mor- 
bidity from venous-shunt procedures are 
high. Child> has reported an 18 per cent 
incidence of neuronutritional deficits in pa- 
tients with end-to-side portacaval shunts. 
If this is added to the overall mortality rate 
of about 30 per cent, the mortality and mor- 
bidity is nearly 50 per cent. If this figure 
is accepted, it still surpasses the 80 per cent 
mortality within one year of hemorrhaging 
from varices. 


Venous-shunt surgery is most probably 
the treatment of choice in the cirrhotic 
patient with mild to moderate hepatic in- 
volvement, after bleeding from esophageal 
varices. The difficult decision concerns the 
patient with severe liver involvement. If 
all such patients are refused surgery, some 
will be rejected who might be benefited. 
Conversely, if all are accepted, the mor- 
tality would be prohibitive. Hence, selec- 
tion of the patient in this group must be 
individualized, with the statistically high 
mortality ever in mind. The patient pre- 
sented here is a good example. By liver 
function test, he was in the bad risk group. 
On the other hand, his general appearance 
was that of a well nourished, muscular man 
appearing younger than his chronologic 
age. Also, he had experienced two nearly 
exsanguinating hemorrhages in a period of 
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six months. The post-operative course was 
initially poor, but following discharge he 
had 27 months of productive life with no 
apparent bleeding. 


The patient’s return for follow-up was 
sporadic. Therefore, it was not known how 
well his regimen was maintained although 
both he and his family claimed good nu- 
trition and abstinence from alcohol. 


Clinically, it was the impression that the 
final admission was due to endogenous liver 
failure, not precipitated by any external 
factor. Superimposed on this was the wide- 
spread involvement of the liver by liver cell 
carcinoma. 


Prophylactic venous-shunt surgery in 
the cirrhotic patient with varices which 
have not bled is as yet both controversial 
and speculative. 


SUMMARY 


1. A brief review of the literature per- 
taining to venous-shunt surgery is pre- 
sented. 


2. The associated complications of hem- 
orrhage and of hepatic coma are briefly 
discussed. 


3. A case history is presented of a pa- 
tient who survived two massive hemorrhages 
from esophageal varices. Portacaval anas- 
tomosis was performed three weeks after 
the second hemorrhage. 
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ARGENTAFFIN CARCINOMA’* ARISING 
IN TERATOMA OF OVARY 


T. W. Roserts, M.D.** 


Benign cystic teratomas (dermoid cysts) 
of the ovary occur in about 5% of all cases 
of ovarian tumors.' Much less common is 
the malignant teratoma. Kermauner re- 
ported two solid teratomas among 283 der- 
moids and Mayer one of 131. Of the nu- 
merous structures and tissues comprising 
teratomas, only two examples of argentaffin 
carcinoma in a teratoma were reported be- 
fore 1939. These tumors occurred in re- 
lation to gastro-intestinal tissues. Exten- 
sive review of the literature discloses six 
additional cases to date. 


The following example of a carcinoid tu- 
mor growing in relation to respiratory epi- 
thelium seems worthy of publication be- 
cause of its rarity and the possibility of its 
representing a bronchial adenoma. 


CLINICAL HISTORY 


E. P., Case #51451, a 79 year old white 
female was admitted to the Delaware Hos- 
pital complaining of an abdominal mass 
which she had noted for three to four 
weeks. There was some pain and tender- 
ness. Vaginal bleeding was denied. A bila- 
teral salpingo-oophorectomy was performed. 


Gross PATHOLOGY 


The tissue was received in the fresh state. 
The left tube and ovary were not remark- 
able except for ecchymotic areas on the ser- 
osa of the tube. The ovary measured 
3 x 2 x 0.8 cm. 


The right ovary was a large bilobed cystic 
mass measuring 28 x 15 x 13 cm. and 


* Use of the name carcinoid tumor is to be deprecated. Its 
implication of benignancy is misleading and unsafe. While 
most of the reported cases apparently have been loczlly 
invasive only, there are many records of metastasising and 
fatal tumors of this type. The tumor is a genuine car- 


cinoma and should be called argentaffine carcinoma or 
Kultschitzsky-cel] carcinoma. 

** Department of Pathology, The Delaware Hospital, Wil- 
mington, Delaware. 


weighing 2750 Gm. The external surface 
was smooth, bluish-gray and _ presented 
prominent blood vessels within the wall. 
When sectioned, the mass was multilocular 
and the contents showed variation in sub- 
stance and consistency. One compartment 
contained yellow grumous material and an- 
other presented tufts of hair embedded in 
a brown gelatinous material. 


HISTOLOGY 


Microscopic sections revealed foci of skin 
and subcutaneous tissue with many acces- 
sory skin structures. Elsewhere, there was 
characteristic respiratory epithelium be- 
neath which were cartilaginous rings and 
collections of mucous glands. 


Continuous with the  pseudostratified 
ciliated columnar epithelium was a focus 
ot stratified squamous epithelium. At one 
point, this epithelium gave rise to a dif- 
ferentiated syuamous cell carcinoma 
1). There was an infiltration of the 
underlying stroma. 


Most striking was an epithelial growth 
giving the appearance of the typical carci- 
noid tumor (Fig. 2). The component cells 
were uniform, being round to polygonal 
and arranged in organoid clusters and tiny 
duct-like glands. The cytoplasm was scant 
and granular and the nuclei had stippled 
hyperchromatic chromatin. mitotic 
figures were noted. 


This neoplasm grew in relation to the 
respiratory tissues, but none of the sections 
showed involvement of the epithelium. No 
other organ type was seen in this area after 
multiple sections. 


Nerve trunks and perineural spaces were 
infiltrated. The tumor was in relation to 
large bundles of smooth muscle at the op- 
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FIGURE 1 
Respiratory epithelium showing infiltration of stroma by squamous ceil carcinoma. 


posite pole from the respiratory tissue. Con- 
ceivably, this could represent muscularis of 
the gastro-intestinal tract. Careful study 
failed to reveal any gastro-intestinal epithe- 
lium. (Special stains for argyrophillic and 
argentaffine granules were negative. ) 


DISCUSSION 


Many tissue types have been observed in 
teratomas* and most have shown neoplasia. 
One of the rarer growths is the argentaffin 
carcinoma. To date no unequivocal carci- 
noid type of bronchial adenoma has been 
reported. 


Though histologically similar, the carci- 
noid type bronchial adenoma is believed to 
have a different origin from that of the 
gastro-intestinal carcinoid. The latter tu- 
mor arises from the Nicolas-Kultschitzsky 


* Novak states that the dermoid cyst (benign cystic teratoma) 
is a benign tumor, all the abnormal tissue elements being 
well differentiated. The teratoma is to be classed as a 
malignant one, the fetal elements being of undifferentiated 
type and the clinical course being characterized by such 
malignant features as recurrence and metastasis, with death 
resulting in a large proportion of cases. 


cells of the gastro-intestinal tract. Extensive 
investigations by Masson’ developed the 
view that argentaffine cells are specifically 
difierentiated cells of the intestinal epithe- 
lium. 


Holley*® states that he demonstrated ar- 
gentaffine granules in one of 34 cases of 
carcinoid adenoma of the bronchus. The 
exact origin of bronchial adenomas is still 
undetermined. 


Proceeding upon the premise that there 
are no Kultschitzsky cells in the lung, one 
would expect carcinoid bronchial adeno- 
mas to react negatively to stains for argen- 
taffine granules. (Employing these criteria, 
Falkner', disqualified his case as being of 
bronchial origin and suggested gastro-in- 
testinal origin despite the absence of recog- 
nizable gastro-intestinal structures.) By 
the same token the case of Mitchell and 
Diamond? also becomes equivocal. 


The present case, like the above two, 
grows in relation to respiratory tissue but 
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FIGURE 2 
Carcinoid tumor growing in relation to respiratory tissue. Respiratory epithelial border at lower left. 


stains negatively for both argyrophil and 
argentaffine granules. The stain for argent- 
affine granules is subject to extreme perfidy 
in that gastro-intestinal carcinoids are not 
uniformly positive. Time and temperature® 
before fixation have been shown to be criti- 
cal in the demonstration of argentaffine 
granules. Just how significant the use of 
Bouin’s solution as a fixative is on these 
results is open to controversy. 


Myohypertrophy in carcinoids of the 
gastro-intestinal tract has been discussed 
often and this was noted in three of the 
earlier reported cases. The prominent mus- 
cle bundles on one aspect of our tumor is 
commented on in the microscopic descrip- 
tion and might cause doubt that it was 
of bronchial origin (Fig. 3). 


Obviously, the exact origin of this tumor 
remains obscure and it is presented only 
as of possible bronchial origin. 


CONCLUSION AND SUMMARY 


An additional case of argentaffine carci- 
noma in an ovarian teratoma is added to 
the literature. This tumor grows in rela- 
tion to respiratory tissue and the possibility 
of its origin in a bronchus is discussed. This 
thought is offered only as a possibility as 
the evidence in inconclusive. 
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NUTRITION—ITS ROLE IN REHABILITATION’ 


I. LEwis CHIPMAN, JR., M.D.** 


The subject of nutrition and its impor- 
tance in rehabilitation of the individual who 
has suffered a chronic illness or injury is 
one which is not only important but volum- 
inous. The science of nutrition is still in 
its relative infancy, but much has been 
learned over the past few years. Discussion 
of some of the high points relative to this 
subject seem in order, for there is no one 
in any sphere of medicine today who deals 
with the living patient who does not have 
this problem to cope with in the manage- 
ment of various diseases. 


It has been adequately put that “food 
improperly taken not only produces dis- 
eases, but affords those that are already 
engendered both matter and substenance’”’. 
It also has been said that “‘one meal a day 
is enough for a lion and it ought to be for 
a man’. It should be added that this may 
be true in periods of health, but not in 
disease. 

From the days of early Greek and Ro- 
man physicians, the importance of diet in 
the treatment of disease has been well 
recognized. Only in recent years has it 
been shown that the administration of 
foods and certain of their constituents to 
persons with deficiency diseases restore 
them to health. Much remains to be ac- 
complished in regard to this field of medi- 
cine. From birth to death, man is faced 
with obstacles to good nutrition. Many 
conditions may arise to prevent his having 
an adequate intake of essential nutrients, 
and he is subject to many diseases that in- 
terfere with their absorption or utilization. 
When for any reason a deprivation of nu- 
trients occurs, protective mechanisms with- 
in the body serve to compensate for them; 
but if the deprivation becomes protracted, 
these mechanisms eventually fail and signs 
of bodily derangement begin to appear. 


* Presented before the Delaware Chapter of the American 
Academy of General Practice at the symposium on *Re- 
habilitation of the Chronica'ly Ill Patient’’, April 13, 1957. 
* Asseciate in Medicine, Chief, Gas‘ roenterology Clinic, 
Delaware Hospital. 


Consequently, one may detect the onset of 
dermatitis or neuritis or certain occular 
symptoms during riboflavin deficiency. 
These are, however, just presenting symp- 
toms of what can be called nutritive failure. 
Nutritive failure itself does not indicate 
why nutrition has failed, but simply that 
it has failed. 


In order to rehabilitate the person with 
nutritive failure we must whenever possible 
remove the causative factors and apply 
therapy. This not only will correct the fail- 
ure but also will restore completely the 
patient’s nutritional status. Primary mal- 
nutrition occurs as a result of failure over 
a period of time to ingest a diet which is 
adequate in all essential nutrients. Sec- 
ondary malnutrition occurs when any dis- 
ease or diseases interfere with the orderly 
processes of nutrition. Consequently, it is 
not sufficient that a person has access to 
adequate food. It must be properly pre- 
pared and contain sufficient amounts of all 
the necessary constituents. These must be 
ingested and absorbed before the body can 
utilize them. Any illness may interfere with 
the natural state which urges us to obtain 
food. Consequently normal nutrition is the 
ultimate of this mechanism. 


If diseases raise a barrier to the proper 
assimilation and utilization of nutrients or 
if, in the absence of disease, the intake of 
these nutrients is insufficient for the body’s 
needs, all stabilizing forces eventually fail. 
It is then that nutritional failure can oc- 
cur. The problem is to replenish the tis- 
sues. Consequently, the idea of minimum 
food requirements has often been assumed 
erroneously. It is well known that not only 
diseases but also differences in race, age, 
and environment as well as psychological 
stress demand entirely different require- 
ments. Consequently, our knowledge of the 
total vitamin content of the body either 
in the deficiency of disease or in good 
health is meager. 
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The physician may prescribe vitamins for 
a few days during an acute phase of a 
disease and see the patient respond rapidly. 
Because the impoverished cells of the body 
are no longer drawn on for certain body 
nutrients (they being supplied from the 
outside) one can get an increase in feeling 
of well-being from even a short attended 
period of therapy. Nevertheless, the causa- 
tive factors of the deficiency would not be 
remedied. 

It is obvious that vitamins cannot take 
the place of a liberal, well-balanced diet; 
and I wish to stress again that a diet ade- 
quate for a normal person will not restore 
the nutritional status of a malnourished in- 
dividual. In that individual the allowances 
must be far above those recommended for 
the normal person. Although rehabilitation 
through nutrition seems simple it requires 
education of the patient in the importance 
of diet for the acquisition of good health 
and its maintenance. 

Nutrition in the chronically disabled or 
the individual recovering from a prolonged 
illness or the aged individual is more than 
diet. There is a considerable spread _ be- 
tween the ingestion of food stuffs and the 
utilization of vital nutritional elements by 
the parenchymal cells. Nutrition involves 
not only ingestion of adequate balanced 
quantities of all necessary nutritive ele- 
ments, but also their digestion in the ali- 
mentary canal, absorption, transport to tis- 
sue cells, and their cellular utilization for 
both anabolic and catabolic purposes. 


Also included in proper or optimal nu- 
trition is the effective removal of metabolic 
debris. Nutritional impairment may be a 
consequence of interference with proper 
processing at any point. As parenchymal 
cells exist in an internal milieu of inter- 
stitial fluids, cellular nutrition is affected 
greatly by fibrotic changes or hyalinization 
of the matrix, edema, and other pathologic 
changes. Impaired cellular nutrition may 
result from one or more of several factors: 
1. inadequate nutritional supply; 2. exces- 
sive nutritional supply; 3. impaired diges- 
tion; 4. incompetent absorption; 5. inefh- 
cient distribution as in circulatory impair- 
ments; 6. ineffective utilization such as may 
exist in hypoinsulinism or asphyxia or cer- 
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tain enzymatic defects; and 7. inordinate 
accumulation of metabolic debris. 


Malnutrition includes excesses as well as 
deficiencies. Because health is relative and 
never absolute, the potentialities of an 
optimal nutritional status are still in the 
realm of the undiscovered. The endogenous 
factors in malnutrition are especially im- 
portant in the aged and chronic invalid. 
Here feeding involves nourishing people 
with impairments and limitations of func- 
tional capacities. It is impossible to sepa- 
rate those changes due to aging per se and 
those resulting from the stresses to which 
living exposes one. To be sure the stresses 
and noxious experiences are unavoidable 
as we progress through life, but the result 
of the impact is highly individualized. 

Thus nutrition involves several processes 
of ingestion, absorption, metabolism, nu- 
trient transport, and utilization. Consider 
then the changes induced by the aging pro- 
cess as well as chronic invalidism: 


A. FACTORS AFFECTING INGES- 
TION. Loss of teeth interferes with proper 
mastication, and the inability to chew dis- 
turbs the individual sufficiently so that he 
will delete certain items from his diet. This 
applies chiefly to bulky substances such 
as fruits, vegetables, and meats. IIl-fitting 
dentures and jaw atrophy are major causes. 


Lack of mastication can lead to constipa- 
tion due to a lack of bulk and give rise to 
irritable bowel syndrome. In the elderly the 
role of habit in determining health is par- 
ticularly significant. Habits have been ac- 
quired as the years progress to a point of 
sometime observing faddism, prejudice, or 
simple gustatory preference and self-indul- 
gence. The diet may seem outrageous. 
However, it generally is not wise to insist 
upon abrupt or radical changes which can 
be physically upsetting and emotionally 
disturbing. Many small changes may be 
accepted by the patient. 


Economic factors often are significant in 
a selection of diet by the elderly, and the 
ease with which food can be consumed and 
digested is important to them. Anorexia is 
common when morale is low because of 
long, distressing illness and disablement. 
In such cases small, frequent feedings are 
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often better tolerated than large meals. The 
appetite is poor and one of the most im- 
portant considerations is that the food be 
“easy to eat.”’ An individual may refuse a 
delicacy but eat a simple dish because the 
latter requires a minimal amount of effort 
for consumption. 


B. FACTORS AFFECTING DIGES- 
TION AND ABSORPTION. Secretion of 
digestive enzymes and hydrochloric acid 
have been shown repeatedly to be dimin- 
ished in the older aged group. The actual 
volume of the alimentary secretions is les- 
sened, and often there is considerable inter- 
ference with digestion because of hepatic 
dysfunction, cholecystitis, cardiac and other 
diseases. Thus, as with the chronic invalid, 
it is desirable to prescribe larger quantities 
of specific food substances and certain vita- 
mins and minerals. 


Muscular atrophy and hypotonicity of 
both the small bowel and colon often leads 
to constipation, but perhaps the greatest 
cause is the lack of ingestion of bulk foods 
as well as the ingestion of a significant 
amount of fluid. 


C. METABOLIC FACTORS AFFECT- 
ING NUTRITION IN THE CONVA- 
LESCING INDIVIDUAL AND THE 
AGED. There is a gradual decrease in 
homeostatic efficiency. As an example of 
this, it is noted often that there is a dia- 
betic-like curve in the glucose tolerance 
test. Too rapid administration of glucose is 
not well tolerated, and conversely there is 
an intolerance to a lowered blood sugar 
whether the result of starvation or hyper- 
insulinism. 


Thus, after the introduction of insulin in 
the management of diabetes, it was ob- 
served in the older diabetic patient that 
when he was precisely controlled at normal 
levels there developed circulatory diffi- 
culties. It has been shown that a relatively 
low blood sugar may induce episodes of 
acute angina pectoris. Glucose is the major 
source of cardiac energy, and the necessity 
of maintaining a relative hyperglycemia in 
congestive cardiac failure in the older age 
group is frequently forgotten. Therefore, 
the administration of small quantities of 
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readily absorbed carbohydrates at frequent 
intervals may have a significant influence 
in the recovery rate of a patient. 


Any so-called essential nutrients are im- 
portant for their synergistic action and 
their derivation. For example: pyruvate is 
involved in glucose utilization; cocarbox- 
ylase is essential in the normal utilization of 
pyruvate. The former is derived from thia- 
min and the importance of adequate thia- 
min administration or thiamin deficiency 
is apparent. 


This is only one of many reactions that are 
important in maintaining the _ so-called 
homeostatic efficiency mentioned previously. 
The ill consequences of hypoproteinemia 
causing edema, poor wound healing, retar- 
dation of bone repair, decreased resistance 
to infection, and slowing of the processes 
of blood formation are much more marked 
in the chronically ill and older individuals. 
Consequently, the maintenance of plasma 
protein is a necessity. There is only one 
notable exception to the constancy of the 
physiological constant in the advancing age 
group; that is the decline in the rate of 
metabolism. 


Habits of eating often persist though 
the energy expenditure is reduced, so it is 
not surprising that obesity is a common 
problem during the middle years. Because 
thyroid activity is related to cholesterol 
metabolism the problem of minor hypothy- 
roidism and its association in the develop- 
ment of atherosclerosis is being studied. 
Aging brings about changes in mineral and 
electrolytic metabolism which affects nutri- 
tion. Demineralization of bone with osteo- 
porosis is a major problem in the older 
group, and can cause disablement. In addi- 
tion to a more liberal supply of calcium and 
vitamin D, it is important to have adequate 
protein intake and a positive nitrogen bal- 
ance, normal glycogen metabolism, para- 
thyroid hormones, and the anabolic effects 
of the estrogens and androgens which have 
considerable therapeutic value in such con- 
dition. 


D. FACTORS AFFECTING TRANS- 
PORT. Ingested and digested nutrients are 
useless unless actually delivered to the tissue 
cells requiring them. This can be affected 
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by impairment of the circulation. Cardiac 
inefficiency reduces the supply of oxygen to 
the tissue cells and interferes with removal 
of metabolic debris. Hypertensive arterial 
disease interferes with nutrition of tissue 
cells since through the obstruction of the 
arteriolar constriction circulation is im- 
paired. Capillary stasis creates local impair- 
ment of oxygen supply. The greater the 
arteriolar constriction the poorer the capil- 
lary circulation and the higher the arterial 
tension. It is essential to remember that the 
correction of defects in transporting nutri- 
ents to the cells and metabolic debris from 
the cells is a part of the problem of nutri- 
tion. 

It is not within the scope of this paper 
to discuss in detail the role of diet therapy 
in specific diseases and disorders. However, 
there exist few medical disorders in which 
nutrition and diet therapy do not play a 
significant role, unless one is dealing with 
specific vitamin deficiency or iron deficiency 
anemia. 


A discussion of this nature would not be 
complete without a few words regarding the 
psychology of appetite and hunger. Hunger 
is generally recognized by two components: 
the first is a generalized weakness which 
may be related to sensory nerve impulses 
from the alimentary canal. It has been 
demonstrated that in some instances it is 
accompanied by a lowered blood sugar. The 
second component is a more definite per- 
ception in the epigastric region consisting 
of brief, intermittent sensations of tension 
and pressure. These hunger pangs usually 
are associated with appetite, but may be 
independent of it. The physiological basis 
for hunger contractions appears to be in- 
herited with relatively little modification 
from the experiences of the individual. The 
mechanism of these contractions is not 
clearly understood, but they are not de- 
pendent upon the extrinsic motor nerves 
because they are evident even after these 
nerves are severed. 


Appetite, while often accompanying 
hunger, may be present without it and one 
may want to continue eating after hunger 
has been satisfied. The components for 
appetite are principally psychological and 
are the result of past experiences of the in- 
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dividual. As man grows older his likes and 
dislikes grow more acute and the pattern 
of his diet is formed. It has been shown by 
sensory physiologists that appetite is linked 
also with taste and odors of foods. These 
points must be kept in mind during re- 
habilitation so that the patient’s appetite 
may be encouraged by the right food in 
proper amounts, the attitude with which it 
is served, its appearance and the surround- 
ings. 

Therapy which has been successfully em- 
ployed in the rehabilitation of persons with 
nutritive failure shows that: 1. Conditions 
causing excessive requirements for nutrients 
should be removed or relieved if possible. 
2. Symptomatic treatment and treatment 
for coexisting disease must be administered. 
3. The patient should eat a diet which sup- 
plies from three to four thousand calories 
containing 120 to 150 Gm. protein and 
liberal amounts of mineral and vitamins. 
4. Include in the diet for deficiency states 
or subdeficient individuals therapeutic sub- 
stances such as yeast, liver extract, and all 
vitamins, either orally or parenterally, in 
sufficient amounts and for a long enough 
period to correct the deficiency. 


The following principles are essential to 
good nutrition during periods of rehabilita- 
tion: 1. Moderation, particularly in the 
aged, for excess can constitute malnutri- 
tion as much as deficiency. 2. Liberal fluid 
intake. 3. Balance in the dietary. The 
physician must be aware of fixed habits 
which can predispose to deficiency states, 
especially those of proteins, iron, and cal- 
cium. 4. Individualization; variations in 
psychology, requirements of the individual, 
tolerances, and capacities for any given 
situation. 5. Gradual modification of dietary 
habits. Elderly patients do not tolerate 
abrupt changes and many patients will 
ignore rigid or unreasonable advice. 6. The 
recognition of intimate reciprocal relation- 
ships between nutrition and the chronic 
progressive disorders of late maturity. 7. 
Attention should be focused upon the neces- 
sities of the individual rather than upon his 
disease per se. If the psychic factors is 
ignored by the doctor, the patient will fail 
to obtain maximal results from dietary 
therapy. 
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DAPRISAL IN THE TREATMENT OF DYSMENORRHEA* 


JOHN M. Levinson, M.D.** 


Dysmenorrhea has been described as far 
back as the tenth century B. C. by the 
ancient Hindus’. Since pain is a subjective 
phenomenon, the incidence of this entity is 
difficult to determine. In 1938 Davis? found 
among large groups of gynecological pa- 
tients the incidence of dysmenorrhea varied 
from 8.8% to 47.4%; in schoolgirls and in 
university women, from 17% to 86%; in 
industrial workers, 80% to 93%; in shop 
assistants 34%; and in supposedly normal 
women, not classified as regards occupa- 
tion, 31.2% to 84%. 


Dysmenorrhea may be most conveniently 
divided into two groups. First, there are 
the cases of primary dysmenorrhea in which 
no organic lesion can be demonstrated. The 
second type is known as secondary dys- 
menorrhea, in which pain is caused by or- 
ganic, usually primary, pelvic disease. 


The present study was prompted by the 
successful use of a non-narcotic analgesic, 
a compound of d-amphetamine sulfate, 5 
mgm.; amobarbital, % gr.; acetylsalicylic 
acid, 21% gr.; and phenacetin, 24% gr.*** In 
as much as psychogenic factors are frequent 
in this problem, a critical evaluation with 
double blind control studies was under- 
taken. 


In the fall of 1956 the student nurses at 
the Delaware Hospital were contacted as a 
group. They were told of the successful use 
of a new drug for dysmenorrhea. It was 
stated that three compounds were to be 
made available for treatment of this prob- 
lem. In actuality, the tested compounds 
were two in number, one a capsule of Da- 
prisal, the other an indentical capsule con- 
taining dextrose. (The misleading informa- 
tion of three compounds was mentioned to 
the group to deter efforts at comparing the 


* This study was conducted at The Delaware Hospital in 
1956 and 1957 when the author oe a resident in the 
Department of Obstetrics and Gynecolog 

** Assistant, Department of Obstetrics ona Gynecology, The 
Delaware Hospital, Inc. 

*** DAPRISAL. a product of Smith, Kline and French Lab- 
oratories, Philadelphia, Pennsylvania. 


drugs between students.) Unlabled bottles 
of the identical appearing capsules were 
numbered and placed with student repre- 
sentatives. The participants were instructed 
to continue or change the numbered bottles 
as desired with successive menstrual periods. 
It should be stressed that through this 
technique neither any of the participants 
nor the author knew who was receiving the 
Daprisal and who was receiving the placebo 
medication. 


It was interesting that over 75% of the 
student nurses volunteered that they had 
some degree of dysmenorrhea. Any student 
who wished, joined in the study and filled 
out a questionnaire to determine the type 
and severity of her symptoms, so that she 
might be placed in either a group having 
severe, or a group having moderate to mild 
dysmenorrhea. No attempt was made to 
exclude any student who had known pelvic 
pathology, and no examination of any type 
was performed. At the completion of a five 
month study period, 49 student question- 
naires were found to be complete enough 
for tabulation. They covered 135 menstrual 
periods during which medication was used. 
This may seem to be a small number of 
tabulated menstrual periods for 49 girls 
during a five month study, but it was noted 
that the students as a group had frequent 
periods of amenorrhea, and sporadic periods 
of painless menstruation, during which no 
medication was needed. Medication was 
taken every three to four hours as needed 
only after dysmenorrhea had developed. 


RESULTS 


TABLE I:—Relief obtained in Moderate- 
Mild Dysmenorrhea Group 


MEDICATION RELIEF TOTAL 
Yes No MENSTRUAL 
Cases % Cases % PERIODS 
Placebo 27 55.10 22 44.90 49 
6 14.63 41 


Daprisal 35 85.37 
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TABLE II:—Relief Obtained in Severe 
Dysmenorrhea Group 


MEDICATION RELIEF TOTAL 
Yes No MENSTRUAL 
Cases % Cases % PERIODS 
Placebo 7 36.84 12 63.16 19 
Daprisal 20 76.92 6 23.08 26 
A Chi-square analysis was run on each of these tables. 
For Table I the computed Chi-square was 11.00 and for 
Table II it was 9.11. Both of these values are significant at 
P < Ol. It is not difficult to see that a significant Chi- 
square indicates that Daprisal gave relief in a significantly 


higher percentage of cases than did the placebo in both the 
moderate-mild and severe groups. 


TABLE III:—Relief Obtained with Dapri- 
sal and Placebo in Dysmenorrhea 
MEDICATION RELIEF TOTAL 


es No MENSTRUAL 
Cases % Cases % PERIODS 


Placebo 34 50.00 34 50.00 68 
Daprisal 55 82.09 12 17.91 67 


A Chi-square analysis for this table was again significant 
at P< .O1, the computed value being 16.93. 


Four patients taking Daprisal complained 
of side effects as follows: 


Headache 2 
Dry Mouth 3 
Insomnia 1 
Tachycardia 1 


Three patients taking the placebo medi- 
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cation complained of the following: 


Headache 2 

Nausea 2 

Vertigo 1 
CONCLUSIONS 


1. Daprisal a non-narcotic analgesic, has 
proved to give some relief in over 82% 
of menstrual periods in which dysmenor- 
rhea is a complicating factor. 


2. Placebo medication can be expected to 
give some relief in 50% of menstrual 
periods complicated by dysmenorrhea. 


3. The above figures substantiate the 
strong psychic factors involved in this 
clinical syndrome. 

4. Daprisal is a non-narcotic analgesic with 
minimal side effects that has proved of 
defininte value in the empirical treat- 
ment of dysmenorrhea. 


The author wishes to thank the student nurses and The 
Delaware Hospital School of Nursing, Wilmington, Delaware 
for their close cooperation in this project and to express his 
appreciation to Aliston J. Morris, M.D., for his helpful sug- 
gestions in the preparation of this study. 

e materials for this study were provided by the Research 
Division of Smith, Kline and French Laboratories, Phila- 
delphia, Pennsylvania. 
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MEDICAL COURT CASES 


6900 South Shore Drive 


HOWARD NEWCOMB MORSE 


Counsellor at Law 


Member of the Bar of the Supreme Court 


of the United States of America 


Chicago 49, Illinois 


THE FURNISHING OF ATTENDANCE AS A 
MEDICAL ACT 


BROWN VS. MOORE 


United States Court of Appeals for the Third Circuit 247 F. 2d 711 


George R. Brown, a neurotic who be- 
lieved he was suffering from cancer, was 
sent to the Mercer Sanitarium for the 
Treatment of Mental and Nervous Diseases 
in Mercer, Pennsylvania for rest by his 
Pittsburgh neuro-psychiatrist, Dr. H. B. 
Finkelhor. While at the sanitarium Brown 
was given two electro-shock treatments by 
Dr. John L. Kelly, a neuro-psychiatrist and 
“Medical Director” of the sanitarium. Fol- 
lowing the second treatment Brown was 
permitted to become ambulatory. He went 
to the second floor of the main building 
of the sanitarium for massage. Afterwards, 
he fell down a flight of steps. 


The noise of Brown’s fall alarmed the 
sanitarium staff, who ran to help him. 
Brown was picked up and carried to a bed 
in an adjoining treatment room by at least 
four persons who improperly held him by 
his extremities, with his head hanging down. 
Dr. Kelly was not present at the time 
Brown was carried by the attendants. 
Brown complained that he had broken his 
neck in the fall and that he had suffered 
partial paralysis. He was removed tc his 
own room and by this time his arms and 
legs were paralyzed. Dr. Kelly and another 


doctor who was later called in from the 
town of Mercer to assist Dr. Kelly con- 
cluded that Brown had suffered no real or 
substantial injury and that his condition 
resulted simply from hysteria. 


The widow and executrix of Brown sued 
the owner of the sanitarium for the benefit 
of herself and her three minor children. 
From an adverse judgment of the District 
Court of the United States for the Western 
District of Pennsylvania, the widow ap- 
pealed. The United States Court of Appeals 
for the Third Circuit (which comprises 
Delaware, Pennsylvania, New Jersey and 
the Virgin Islands) reversed the judgment 
of the nisi prius court. 


The Court stated: “. . .Dr. Kelly, the 
neuropsychiatrist and the individual ‘in 
charge’ of the Sanitarium, failed to exer- 
cise reasonable care and professional skill 
in permitting Brown to descend the flight 
of steps unattended following the electro- 
shock treatment, and. . . Brown fell down 
the steps because of this lack of care and 
of reasonable exercise of professional skill. . . 
Brown never received proper, adequate or 


(Continued on page 194) 
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Editorials * 


SALT RESTRICTION AND SUMMERTIME: 


During the past few years the restriction 
of salt has been an important therapeutic 
measure used at one time or another by 
practically all physicians. Its use in con- 
gestive heart failure is now a_ standard 
method of treatment and has been proven 
effective beyond any reasonable doubt. Its 
indication in other conditions such as hy- 
pertension is not as clear cut but it is still 
used by many practitioners. 


Any drug or procedure capable of doing 
good is also capable of causing damage. 
This is especially true in the case of salt 
restriction. 


The low salt syndrome has been recog- 
nized as a clinical entity for approximately 
ten years. The clinical features of this con- 
dition include gastrointestinal symptoms 
such as loss of appetite, nausea and vomit- 
ing. Neurologic symptoms such as apathy, 
drowsiness, restlessness, confusions, and 
even convulsions and coma _ frequently 
occur. Muscular weakness and muscular 
cramps are common. The effect upon tk» 
circulatory system produces tachycardia 
and sometimes even shock. An important 
fact is that the patient losses his response 
to diuretics; this is manifested in a patient 
who has been having a satisfactory re- 


sponse to diuretics suddenly ceasing to have 
this response. 


It can be seen, therefore, that this can 
be a confusing condition and that many of 
the symptoms caused by a loss of sodium 
may imitate those due to congestive heart 
failure itself. 


In normal individuals there is a tendency 
to lose salt during the hot summer months; 
this has been recognized for a long time and 
many industries have salt tablets handy by 
their water coolers. The cardiac patient is 
by no means immune to this loss of salt due 
to excessive sweating. This brings up a 
dangerous condition where, in the summer 
months, a cardiac patient who is on a re- 
stricted salt diet loses enough salt to get 
himself into a pathologic state of hypona- 
tremia. 


We must all, therefore, be careful during 
the summer months to reevaluate our 
patients whose salt intake is being re- 
stricted. We must be alert to the recogni- 
tion of the early signs of salt loss and to 
keep in mind that the simple addition of 
salt to the diet during these hot days may 
prevent serious complications. Let us not 
be overly enthusiastic in the use of this 
most helpful therapeutic tool. 


MEDICO-LEGAL COLUMN: 


It is fitting that your State Medical 
Journal have a Medico-Legal Column in 
view of the increasing importance of this 
subject plus the fact that Delaware was 
one of the pioneers in the establishment of 


an annual Medico-Legal Forum. We are 
fortunate in obtaining the services of an 
expert in this field to write the column. Its 
success can be predicted when one considers 
the tremendous popularity of the forums. 
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skillful medical treatment. In fact the treat- 
ment accorded Brown was such as probably 
would aggravate his condition. . . Dr. Kelly 
was guilty of malpractice. That malpractice 
involved ‘medical’ acts requiring profes- 
sional skill as distinguished from ‘adminis. 
trative’ act. . . In our opinion, the furnish- 
ing of attendance following electro-shock 


therapy to a patient. . . is a medical act 
because the physician, the neuro-psychia- 
trist, who administered the shock must de- 
termine the extent and duration of the 
attendance required to safeguard the 
patient. . . Brown’s death resulted from Dr. 
Kelly’s improper and inadequate treat- 
ment.” 


POST-OPERATIVE CARE 


LANE VS. CALVERT 


Court of Appeals of Maryland 215 Md. 457, 138 A. 2d 902 


Henry F. Lane brought suit, both as an- 
cillary administrator of his deceased wife, 
and individually, against Dr. Read N. Cal- 
vert for alleged negligence in post-operative 
care of his wife. The claims were for pain 
and suffering of the decendent, for the pro- 
longation of her hospitalization and for in- 
creased expense incident thereto. The Cir- 
cuit Court of Montgomery County, Mary- 
land entered judgment for the physician, 
and the plaintiff appealed. 


The plaintiff's wife was suffering from 
carcinoma when she first consulted Dr. 
Calvert. It had then progressed to such a 
stage as to have been incurable, and she 
died as the result of it almost a year later. 
After Dr. Calvert performed an operation 
upon the patient, he used x-rays and made 
incisions for the purposes of locating and 


draining accumulations of pus from the ab- 
dominal cavity. Dr. Calvert consulted with 
Dr. V. M. lovine, who suggested that a lip- 
iodol dye be injected in the fistulous area 
to locate and drain the pus accumulations. 
Dr. lIovine’s suggestion was adopted, but 
the question was raised by the suit as to 
whether or not Dr. Calvert’s failure to use 
this technique sooner was evidence of 
negligence on his part in the post-operative 
treatment of the patient. 


The Court of Appeals of Maryland 
affirmed the judgment of the lower court, 
declaring: “Though it might be inferred 
that if Dr. Calvert had used lipiodol dye 
sooner, the patient would have fared better, 
we do not think. . . the defendant was guilty 
of negligence in failing to use it sooner and 
in seeking to locate and drain the pus 
pockets by other means.”’ 
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THE VIROLOGICAL DIAGNOSTIC LABORATORY 


Early in 1958 a group representing the Dela- 
ware State Medical Society visited a viral 
diagnostic laboratory of the U.S.P.H.S. at Beth- 
esda, Maryland. Dr. John P. Utz, Chief of the 
Infectious Disease Service, met with them and 
some of his remarks were as follows: 


VALUE 


Dr. Utz stated that ever viral diagnostic 
laboratory of which he has knowledge has been 
working at capacity shortly after its inception, 
as physicians have learned of the value of the 
results it has produced. Most important of these 
has been the establishment that a given infection 
is or is not viral. Granted that no specific 
treatment for viral infections is available, he 
said, the knowledge that an infection is not 
bacterial eliminates the need for broad spectrum 
therapy, and permits both less expensive and 
more accurate treatment of the patient. Because 
this is so, he said, a charge to the patient for 
such work is definitely justified. Aside from the 
immediate value to the patient, Dr. Utz said 
that the profession benefits from a knowledge of 
the current virologic census, and from the viro- 
logic post mortem examinations that are within 
the capabilities of a diagnostic facility. Such a 
laboratory would also be capable of producing 
material for teaching purposes. 


Cost 


Discussing cost, Dr. Utz said: ‘The differ- 
ence between the virology of today and of a few 
years ago is the availability of commercially- 
produced media and equipment.” Under these 
circumstances, he said, a virologist with one aide 
can provide diagnostic service for up to 1000 
beds. The laboratory of the USPH uses tissue 
cells purchased commercially from Micro-Bio- 
logic Associates, Inc., 4846 Bethesda, Maryland. 
These cells are made from monkey kidney tissue, 
Hela uterine cancer cells and human embryo 
tissue fibroblasts. The cost is 33c per tube. An 
average of 4 tubes are used per patient. Dr. 


Utz said that it is possible to produce Hela cells 
independently, but pointed out that this would 
take the full time of one Technician. He esti- 
mated the total cost of servicing one patient as 
$3.00 to $5.00, exclusive of the cost of space 
in which to work. The cost of materials alone 
would be approximately $0.50 per test, or $2.00 
per patient. 

Dr. Utz said that work with animals would 
be negligible. With the availability of commer- 
cially produced tissue cells, the only viral con- 
dition requiring live animals (mice) for testing 
purposes is lymphocytic choriomeningitis. All 
other viruses can be diagnosed from tissue cul- 
ture. 

Discussing personnel cost, Dr. Utz said that 
$10,000 would secure an exceptionally able non- 
medical virologist. The aides in the Public 
Health Service Laboratory are high school grad- 
uates. While agreeing that opportunity for 
research is a necessary inducement to a virol- 
ogist, Dr. Utz said that providing funds for this 
is not a responsibility of the laboratory. Grants 
for research are available, and it is the respon- 
sibility of the virologist to secure them. 


EQUIPMENT 


The minimum major expenditures for equip- 
ment were given by Dr. Utz as follows: 
1 Microscope 


1 Freezing Unit 

1 Incubator (for cultures; an egg incubator 
is unnecessary if media are purchased). 

1 Ordinary Centrifuge 

1 Autoclave 

1 Hood to insure sterile conditions. A 


small enclosed area, air-conditioned, will 
serve this purpose. 
Expenses beyond these, he said, would be 


either optional or relatively minor. 


TECHNIQUES 


The viral laboratory at the National Institute 
of Allergy and Infectious Diseases is designed 
primarily for diagnostic work within the hos- 
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pital. The laboratory serves approximately 500 
beds with particular emphasis upon the 52-bed 
ward used for patients with viral infections. 

Each ward is equipped with small bottles of 
“keeper” solution. Nose, throat, and rectal 
swabs are taken on the ward and immersed in 
the “keeper” solution, which is then sent to the 
laboratory. The incoming vials are recorded by 
name and by number, and stored, if necessary, 
in a freezer. The keeper tubes are kept under 
refrigeration until inoculation. The culture 
tubes are inoculated within a sterile area with 
1/10cc. of the “keeper” solution. They are 
then placed in an incubator for such time as is 
necessary. It is usually possible to state within 
15 hours that an infection is or is not viral. 
Inspection for this purpose is done by placing 
the entire sealed culture tube under the micro- 
scope. 

Positive identification of the type of virus will 
require from 24 hours to 5 days. To determine 
the type, the culture tubes are treated with 
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appropriate antisera and returned to the in- 
cubator. The antisera are prepared by the 
laboratory itself, which now uses solutions as 
old as four years. Antisera are stored by the 
laboratory in a freezing unit, which eliminates 
constant repurchasing of the media. 

Microscopic inspections are accomplished 
within a few feet of the incubator, and conclu- 
sions recorded at the same table. Use of the 
swab and vial technique effects economy of 
space, and permits the entire procedure, from 
inoculation through identification, to take place 
within approximately 150 square feet. The lab- 
oratory does not use stool specimens. 

Dr. Utz said that, in his opinion, a viral 
diagnostic laboratory is an important adjunct to 
medical practice, and will become increasingly 
necessary to the practice of medicine. He offered 
to come to Wilmington to discuss the establish- 
ment of a laboratory with either the Committee 
or the membership of the Society in open meet- 


ing. 


"YOU NEED EXERCISE -- BETTER DISCONNECT YOUR REMOTE CONTROL T® 


OCCUPATIONAL 
THERAPY 
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Controls Stress 


Relieves Distress in smooth muscle spasm 


new 


Pro-Banthine Dartal 


-- for positive relief of cholinergic spasm. 


Stabilization of 
Emotion 


— anew and safer agent for normalizing emotions. 


PRO-BANTHINE WITH DARTAL offers you a 
new, specific and reliable control of visceral 
motor disorders, especially when these dis- 
orders are induced or aggravated by psychic 
tensions or anxiety. 


Pro-Banthine has won wide clinical 
acceptance as the most effective drug 
for controlling gastrointestinal hyper- 
motility and hypersecretion. 


Dartal, a new phenothiazine congener, 
offers greater safety, flexibility and 
effectiveness in stabilizing emotional 
agitation. 
The combination of each drug in fully effec- 
tive doses in Pro-Banthine with Dartal gives 
a new means of approach to the medical 
management of functional gastrointestinal 
disorders mediated by the parasympathetic 
nervous system. 


Specific Clinical Applications: Functional 
gastrointestinal disturbances, gastritis, py- 
lorospasm, peptic ulcer, spastic colon (irri- 
table bowel), biliary dyskinesia. 


Dosage: One tablet three times a day. 


Availability: Aqua-colored tablets contain- 
ing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal 
(brand of thiopropazate dihydrochloride). 


G. D. SEARLE & co., Chicago 80, Illinois. 
Research in the Service of Medicine. 
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Faster rehabilitatio 


Joint inflammation and muscle spasm 
are the two elements most responsibie 
for disability in rheumatic-arthritic dis- 
orders—and MEPROLONE is the one 
agent that treats both. 


MEPROLONE suppresses the Inflammatory 
process and simuitaneously relieves aching 
and stiffness caused by muscle spasm, to pro- 
vide greater therapeutic benefits and a shorter 
rehabilitation period than any single antirneu- 
matic-antiarthritic agent. 


MEPROLONE-2 Is Indicated in cases of severe 
involvement, yet often leads to a reduction of 
steroid dosage because of its muscie-relaxant 
action. When involvement is only moderately 
severe or miid, MEPROLONE-1may beindicated. 


SUPPLIED: Multiple Compressed Tablets In 
three formulas: MEPROLONE-2—2.0 mg. pred- 
nisolone, 200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel (botties of 100). 
MEPROLONE -1 supplies 1.0 mg. prednisolone 
in the same formula as MEPROLONE-2 (bot- 
tles of 100). MEPROLONE-5—5.Omg. predniso- 
lone, 400 mg. meprobamate and 200 mg. dried 
aluminum hydroxide ge! (botties of 3O). 


Because muscies move joints, 
both muscle spasm and joint 
inflammation must be 
considered in treating the 
rheumatic-arthritic patient ,.« 


MERCK SHARP & DOHME pivision of MERCK & CO., INC., Philadelphia in 
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heumatoid Arthritis 


multiple compressed tablets 


MEPROLONE is the one 
antirheumatic-antiarthritic that 
exerts a simultaneous action to 
relax muscies in spasm and 

to suppress joint inflammation... 


Therefore, MEPROLONE does 
more than any single agent to 
help the physician shorten the 
time between disability and 
employability. 


MEPROLONE is a trade-mark of Merck & Co., Inc. 
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Squibb Standardized Whole Root Rauwolfia Serpentina 


e for successful therap 


Raudixin helps 
you relieve 
pressures in 

- your patients 


Raudixin helps 
you relieve 
pressures on 
your patients 


Raudixin “relieves 
anxiety and tension, 


Raudixin “lowers 
blood pressure and slows 


the pulse rate much particularly the 
more efficiently than the tension headache 
barbiturates. ... It is not of the mild 
habit-forming and is hypertensive patient, 
synergistic with all other better than 


known hypotensive drugs.’’* any other drug.”* 


‘ 
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See anybody here you know, Doctor? 


~ 


® 
I’m just too much 


. for sound obesity management 
dextro-amphetamine plus vitamins 
and minerals 


I’m too little 


stimulates appetite and growth 
vitamins B,, B;, By, C and L-lysine 


I’m simply two 
ens a nutritional buildup for the OB patient 


when anemia complicates pregnancy 


And I’m getting brittle | 5-factor geriatric formula 


hormonal, hematinic and 
nutritional support 


one capsule a day, for all treatable anemias 
® 


th at az when more than a hematinic is indicated 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 


... 8olve their problems with a nutrition product from 
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Monilial 


is a factor 


Combines ACHROMYCIN V with NYSTATIN : 


«SUPPLIED: A i 
contain 190 mg. HCI ACHROSTATIN V combines ACHROMYCINT V 


equivalent (phosphate-buffered) and 250,000 ...the new rapid-acting oral form of ACHROMYCINT | 
_ phate-buffered) and 125,000 units Nystatin. ...and NYSTATIN ...the antifungal specific. a” 
ae ACHROSTATIN V provides particularly effective i 
Basic oral 4 te. body wit therapy for those patients prone 
per day) in the average adult is 4 capsules or to monilial overgrowth during a protracted course 
8 tsp. of Acwrostatin V per day equivalent of antibiotic treatment. ie 


to 1 Gm. of Acnromycin V. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 


Bel 
~ 
¥ 
; 
3 
| 
2 
“x 
‘ 


“lt has a high degree of clinical 
safety... It is considered 
to be the preferred antimalarial 
drug for treatment of disorders 
of connective tissue, because 
of the low incidence of gastrointestinal 
distress as compared to that 
with chloroquine phosphate.”’ 


| “ .. Plaquenil is decidedly less toxic and better 
i tolerated by the average patient, even in high 
than is chloroquine.’” 


NH-CH-CH,(CH,),N(CH,CH,), 


the least toxic of its class .. .’” 


ATABRINE 


YOROCHLORIT 


-2HCI-2H,0 


CH, 
NH-CH-CH, CH, CH, N(C,H,), 


ARALEN 


PHOSPHATE 


SIDE EFFECTS MARKEDLY REDUCED 


DOSE: Initial — 400 to 600 mg. (2 or 3 tablets) Plaquenil sulfate daily. ; 
Maintenance — 200 to 400 mg. (1 or 2 tablets) daily. Write for Booklet 


suppuep: Tablets of 200 mg., bottles of 100. ‘ 


REFERENCES: 

1. Scherbel, A.L., Schuchter, S.L.., and Harrison, J.W.: Cleveland Clin. Quert. 24:98, Apr., 1967. 

2. Schoch, A.G., and Alexander, L.J.: The Schoch section, Bull. A. Mil, Dermatologists 5:25, Nov., 1966. Atabrine (brand “and Plaquenil (brand pels roe of shiorese 
4 yaroxyec orc 
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“Premarin” with Meprobamate new potency 
Each tablet contains 0.4 mg. ‘Premarin,’ 200 mg. meprobamate 


For undue emotional stress 
= in the menopause 


WRITE SIMPLY... 


Also available as 
PMB-400 (0.4 mg. “Premarin,” 400 mg. meprobamate 
in each tablet). 


AYERST LABORATORIES . 


conjugated estrogens (equine) 


PROTECTION AGAINST LOSS OF IN- 
COME FROM ACCIDENT & SICKNESS 
AS WELL AS HOSPITAL EXPENSE 
BENEFITS FOR YOU AND ALL YOUR 
ELIGIBLE DEPENDENTS. 


ALL PHYSICIANS 


SURGEONS 
DENTISTS 


COME FROM 


Ae PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA 31, NEBRASKA 


Since 1902 


New York 16, New York 


Meprobamote licensed under U.S. Pat. No. 2,724,720 


JULY, 1958 


Vi 


No. 880, PMB-200 
bottles of 60 and 500. 


No. 881, PMB-400 
bottles of 60 and 500. 


Montreal, Canada 


PARKE 


Institutional Supplier 
Of Fine Foods 


COFFEE 
SPICES CANNED FOODS 
FLAVORING EXTRACTS 


L. H. Parke Company 
Philadelphia Pittsburgh 
7746 Dungan Rd., Phila. 11, Pa. 
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: diagnosis: hypertension, moderate to severe 


prescribed: Raup rote : 


(Rauwolfia Serpentina and Protoveratrines A & B Combined) 


j 


at -blodd 


% 


ensive effect combines with foster-acting, 
more potent Protoveratrine for effective therapy with a 
minimum of risk. Each of the agents appears to poten- 
tiate the other's hypotensive activity and produce ben- 
eficial vasodilitation, without ganglionic or adrenergic 
blockade . . . without direct smooth muscle depression 


~» and without deranging those mechanisms which control 


blood distribution and which normally prevent postural 
hypotension. 

Relief of symptoms is produced rapidly, blood pressure 
is lowered and tranquility ensues . . . with a minimum 
of side effects. 


Supplied: in bottles of 100 and 1000 tablets. each containing 50 mg. Rauwolfia 


Serpentina and 0.2 mg. Protoveratrines A and B (the chemically 
standardized alkaloid of Veratrum Alba), of on prescription at 
leading pharmacies 


THE VALE CHEMICAL COMPANY, INC. adlentown, pa. 


PHARMACEUTICALS 


pressure is imperative 


*Trade Mark 
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TENSION 


“Even in double the usual dosage, iene ieee 


[ Miltown] produces no behavioral toxicity t.i.d. 
upplied: 


in our subjects as measured by our 400 mg. 
scored tablets, 


tests of driving, steadiness, and vision.’” 200 mg. 


sugar-coated 


Relieves anxiety, tension and muscle spasm  tabiets, 
bottles of 50. 


in everyday practice Milt O Kelly, 

= with unexcelled safety Now York Acad 

= without impairing 
autonomic function “WALLACE LABORATORIES, New Brunswick, N. J. 
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TAKE A NEW LOOK AT FOOD 
LLERGENS-TAKE A LOOK 


Al NE \ DIMETANE 
In a recent 140-patient study’ DIMETANE gave “more relief or was superior to other anti- 
histamines,” in 63, or 45% of a group manifesting a variety of allergic conditions. Gave 


good to excellent results in 87%. Was well tolerated in 92%. Only 11 patients (8% 
experienced any side reactions and 5 of these could not tolerate any antihistamines. 


DIMETANE Extentabs (12 mg. each, coated) provide antihista- 
mine effects daylong or nightlong for 10-12 hours. Tablets (PARABROMDYLAMINE oa 
(4 mg. each, scored) or pleasant-tasting Elixir (2 mg./5 cc.) 

mentary dosage to Extentabs in acute allergic 4 

situations. A. H. ROBINS CO., INC., Richmond ee 


may be prescribed t.i.d. or q.i.d., or as supple- Wigieiialllii/ 
20, Virginia. Ethical Pharmaceuticals of Merit Since 1878. EXTENTABS® e TABLETS e ELIXIR 
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TRIAMINIC stops rhinorrhea, congestion and 
other distressing symptoms of summer allergies, 
including hay fever. Running nose, watery eyes 
and sneezing are best relieved by antihistamine 
plus decongestant action — systemically — with 
TRIAMINIC. 


This new approach frequently succeeds where 
less complete therapy has failed. It isnot enough 
merely to use histamine antagonists; ideally, 
therapy must be aimed also at the congestion of 
the nasal mucosa. Triaminic provides such ef- 
fective combined therapy in a single timed- 
release tablet. 


TRIAMINIC brings relief in minutes—lasts for 
hours. Running noses stop, congested noses 
open—and stay open for 6 to 8 hours. 
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Triaminic provides around-the-clock 
freedom from allergic congestion with 
just one tablet t.i.d. because of the 
special timed-release design. 


first—3, to 4 hours of relief 
from the outer layer 


then—3 to 4 more hours of relief 
from the inner core 


Dosage: One tablet in the morning, mid-after- 
noon and at bedtime. In postnasal drip, one 
tablet at bedtime is usually sufficient. 


Each timed-release TRIAMINIC Tablet contains: 


Phenylpropanolamine HCl 


Pheniramine maleate 


Pyrilamine maleate ....... 


TRIAMINIC FOR THE PEDIATRIC PATIENT 


TRIAMINIC Juvelets*, providing easy-to-swal- 
low half-dosages for the 6- to 12-year-old child, 
with the timed-release construction for pro- 
longed relief. 


*Trademark 


Triaminic 


TRIAMINIC Syrup, for those children and 
adults who prefer a liquid medication. Each 
5 ml. teaspoonful is equivalent to 4 Triaminic 
Tablet or ¥% Triaminic Juvelet. 


SMITH-DORSEY ¢a division of The Wander Company Lincoln, Nebraska Peterborough, Canada 
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SENSITIZE 


POLYSPORIN 


vrang 


POLYMYXIN B—-BACITRACIN OINTMENT 


For topical use: in % oz. and 1 oz. tubes, 


For ophthalmic use: in % oz. tubes. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. ¥. 
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(CHLOROTHIAZIDE) 


FORD, R. V., Rochelle, J.B.111, Handley, C. A., Moyer, J. H. and Spurr, C. L.: 
J.A.M.A. 166 :129, Jan. 11, 1958. 


“‘.. in premenstrual edema, convenience of therapy points to the selection of 
chlorothiazide, since it is both potent and free from adverse electrolyte 
actions.” In the vast majority of patients, 'DIURIL" relieves or prevents the fluid 
“build-up” of the premenstrual syndrome. The onset of relief often occurs 
within two hours following convenient, oral, once-a-day dosage. 'DIURIL' is well 
tolerated, does not interfere with hormonal balance and is continuously 
effective—even on continued daily administration. 


DOSAGE: one 500 mg. tablet "DIURIL' daily—beginning the first morning of 
symptoms and continuing until after onset of menses. For optimal therapy, 
dosage schedule should be adjusted to meet the needs of the individual patient. 


SUPPLIED: 250 mg. and 500 mg. scored tablets 'DIURIL' (chlorothiazide); 
bottles of 100 and 1,000. 


Diurit is a trade-mark of Merck & Co., Inc: 


MERCK SHARP & DOHME Division of MERCK & CO., Inc., Philadelphia 1, Pa. mA 
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(EDEMA) 


quickly 
Distress 

Distention 
Discomfort 


ANY INDICATION FOR DIURESIS 1S AN INDICATION / 


FOR ‘DIURIL' 
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Baynard Optical 
Company 


Prescription Opticians 


We Specialize in Making 
Spectacles and Lenses 
According to Eye Physicians’ 
Prescriptions 


MEDICAL CENTER 


1003 Delaware Avenue 


BAYNARD BUILDING 
5th & Market Sts. 


Wilmington, Delaware 
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ECKERD’S 
DRUG STORES 


COMPLETE 


DRUG SERVICE 
FOR 


PHYSICIAN - PATIENT 
BIOLOGICALS 
PHARMACEUTICALS 
HOSPITAL SUPPLIES 
SURGICAL BELTS 
ELASTIC STOCKINGS 
TRUSSES 


900 Orange Street 
513 Market Street 723 Market Street 
Fairfax 3002 Concord Pike 
Manor Park DuPont Highway 
Merchandise Mart Gov. Printz Blvd. 


with “BUFFERIN’ 
IN ARTHRITIS 


salicylate benefits with 
minimal salicylate drawbacks 


Rapid and prolonged relief — with less intoler- 
ance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps re- 
duce pain and joint edema—comfortably. 
BUFFERIN caused no gastric distress in 70 
per cent of hospitalized arthritics with 
proved intolerance to aspirin. (Arthritics 
are at least 3 to 10 times as intolerant to 
straight aspirin as the general population.") 
No sodium accumulation. Because BUFFERIN is 
sodium free, massive dosage for prolonged 
periods will not cause sodium accumula- 
tion or edema, even in cardiovascular cases. 


Each sodium-free BUFFERIN tablet contains acetyl- 
salicylic acid, 5 grains, and the antacids magnesium 
carbonate and aluminum glycinate. 

Reference: 1. J.A.M.A. 158: 386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company 
19 West 50 St., New York 20, N. Y 
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why PETN? 


why ATARAX? 


why combine the two? 


NEW YORK 17, NEW YORK 
Division, Chas. Pfizer & Co., Inc. 


*Trademark 
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C PETN + ATARAxX®) 


(PENTACRYTHRITOL TETRANITRATE) (BRAND OF HYOROKYZINE) 


For cardiac effect: PETN is “. .. the most effective drug 
currently available for prolonged prophylactic treatment 
of angina pectoris.’”” Prevents about 80% of anginal attacks. 


For ataractic effect: One of the most effective—and probably 
the safest—of tranquilizers, ATARAX frees the angina patient 
of his constant tension and anxiety. Ideal for the on-the-job 
patient. And ATARAX has a unique advantage in cardiac 
therapy: it is anti-arrhythmic and non-hypotensive. 


For greater therapeutic success: In clinical trials, CARTRAX 
was demonstrably superior to previous therapy, including 
PETN alone. Specifically, 87% of angina patients did better. 
They were shown to suffer fewer attacks .. . require less 
nitroglycerin ... have increased tolerance to physical effort 
... and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 

Dosage and Supplied: Begin with 1 to 2 yellow CARTRAXx “10”’ 
tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times daily. 
When indicated this may be increased by switching to pink CARTRAX 
**20” tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience, 
write “CARTRAX 10” or “CARTRAX 20.”" In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on a 
continuous dosage schedule. Use PETN preparations with caution 
in glaucoma. 
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FEVER 


OLDS, 
INUSITIS 


fadil? HCi, 0.1% 
powerful antihistaminic 
shiran’ Cl, 1:5000 . 
sanfibacteriat 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


what are the 7 “don'ts” 
of office psychotherapy? 


(1) Don’t argue —let patient “talk out” his troubles. (2) Don’t counsel —help 
him solve his own problems. (3) Don’t be hostile—allow patient to express 
hostility without reciprocating. (4) Don’t be unsure—stress significance of 
normal or abnormal physical findings in relation to symptoms, (5) Don’t be 
too reassuring—overoptimism may suggest you take the symptoms too 
lightly. (6) Don’t approve or censure. (7) Don’t be too credulous—patients’ 
words may conceal hidden meanings. 


Source — Hyman, M.: Some Aspects of Psychiatry in General Practice, GP 16:83 ee 
(Oct.) 1957. 


calmative N 0 STYN F 


Ectylurea, AMES 
(2-ethyl-cis-crotonylurea) 


for tranquil—not “tranquilized” patients 


“Anxiety and nervous tension states appeared to be most benefited.... The patients 

experienced and expressed a feeling of greater inward security, serenity.... Mental 

depression, one of the undesirable side actions in many other sedatives, did not 
, develop in any of the patients....”* 


*Bauer, H. G.; Seegers, W.; Krawzoff, M., and McGavack, T. H.: A Clinical Evaluation 
of Ectylurea (NostYN®), in press. 


dosage: Children—150 mg. (2 tablet) three or four times daily. Adults— 150-300 
mg. (4 to 1 tablet) three or four times daily. 


supplied: 300 mg. scored tablets; bottles of 48 and 500. 


AMES COMPANY, INC + ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto 44250 
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| A desk is not for sleeping 


That's why so many physicians prescribe 
COMPAZINE* for working patients and 
others who require a tranquilizing agent 
which won't impair their capacity to think 
clearly and function normally. 


For all-day (or all-night) therapeutic effect with a single oral dose: “Compazine’ 
Spansulet capsules. Also available: Tablets, Ampuls, Multiple dose vials, Syrup 
and Suppositories. 


Smith Kline & French Laboratories, Philadelphia 


pioneers in psychopharmacology 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
+T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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